INTRODUCTION
Persons with mental health problems face an array of barriers that can prevent access to health care. Among these are issues of stigma, 1 low perceived need of care, 2 inadequate healthcare coverage, 3 socioeconomic and racial healthcare disparities, 4, 5 general distrust of healthcare systems, 6 and regional shortages of trained mental health care providers. 7 Additionally, many patients interpret their psychosocial functioning through a broader lens than that offered by the traditional psychiatric diagnostic model, and may perceive that mental health providers do not share their values or worldview. 8, 9 For these and other reasons, a significant proportion of persons with mental health problems seek help from clergy, chaplains, or other types of spiritual care providers. [10] [11] [12] [13] Spiritual care providers, such as chaplains, pastoral counselors, and clergypersons, are a key part of the U.S. mental health care system, 14 and they serve particularly unique roles in caring for many veterans and service members with mental health needs. Particularly in the military where fears persist about mental health treatment potentially leading to negative career repercussions or perceptions that one is weak, chaplains are often considered a safer, trusted, and more confidential option. 21, 22 Veterans and service members may also seek out chaplains because chaplains are able to address salient spiritual dynamics related to depression, posttraumatic stress disorder (PTSD), and other common psychiatric problems. For instance, research suggests that PTSD severity, chronicity, and treatment seeking are often interwoven with issues of guilt, 23, 24 forgiveness, 25, 26 religious faith, [27] [28] [29] meaning and purpose, 27, 30 and moral injury. [31] [32] [33] Recognizing that chaplains can be an important part of the mental health care systems for veterans and service members, the Departments of Defense (DoD) and Veterans Affairs (VA) advanced a focus on chaplaincy as part of developing a large-scale, coordinated, cross-departmental vision for attending to the mental health needs of veterans and service members in the post-9/11 era. This effort, termed the VA/DoD Integrated Mental Health Strategy, started in November of 2010 and was designed to run for three years. 34 Chaplaincy was one of 28 different strategic focus areas. Hence, "integration" in the present study alludes to both cross-departmental VA/DoD collaboration and crossdisciplinary integration between mental health and chaplaincy.
Integration has been defined by a variety of healthcare organizations. [35] [36] [37] The present study took a broad view of integration consistent with the World Health Organization's definition as "a concept bringing together inputs, delivery, management and organization of services related to diagnosis, treatment, care, rehabilitation and health promotion." 37 While more specified models of integration have helped to advance the implementation of multi-disciplinary care practices in systems like VA, [38] [39] [40] [41] a broader view was adopted in the present study because of the exploratory nature of the project and the extensive variance in contexts wherein mental health and chaplain work is practiced across VA and DoD. For instance, VA chaplains work in healthcare settings and provide care almost exclusively to patients with identified health problems, while DoD chaplains work mainly in non-healthcare settings where the focus is on maintaining a resilient, fully functioning, ready military force. VA typically determines chaplain staffing needs based on a medical center's size and complexity, and while this is generally consistent with staffing practices for military medical facilities, non-clinical military chaplain staffing is dependent on numerous variables, including number of service members in a command as well as the command's mission. Complexities such as these required a robust methodological approach. The current study used a mixed methods quantitative/ qualitative design to evaluate the intersection of chaplain and mental health care practices in VA and DoD, with the final aim of developing an actionable set of recommendations for better integrating mental health and chaplain services.
METHODS
The present study was conceived as a gap analysis to examine the discrepancy between current practices in chaplaincy and mental health, and a future desired state. Current practices were illuminated via quantitative and qualitative data gathering methods, and the future desired state was defined in an iterative fashion through continuous engagement with key partners. Data collection efforts in the quantitative and qualitative arms of the study were approved by appropriate authorities within VA and DoD and relevant institutional review boards.
Partnered Study Design
National leadership for the VA/DoD Integrated Mental Health Strategy selected a core team of five mental health and chaplain personnel from VA and DoD to anchor the project on chaplains' roles in mental health. The core team then identified a task group consisting of 38 members: 17 from VA, 14 from DoD, and seven from external research and academic entities. Task group members came from various disciplines-chaplaincy, psychology, psychiatry, social work, medicine, and epidemiology-and served in a range of roles, representing leadership, research, clinical, and military operational perspectives.
Task group members were involved in the stages of study design, data collection, interpretation of results, development of recommendations, and implementation of recommendations. In addition, input from the task group was systematically solicited and recorded on four different occasions: 1) a twoday kickoff meeting; 2) a two-day multidisciplinary forum that included additional subject matter experts (n=71: 27 mental health professionals, 24 chaplains, 14 affiliated health care professionals, and six other); 3) two three-month sub-task groups focused on issues of documentation, assessment, and screening; and 4) a final two-day group meeting.
Quantitative Data Collection: VA/DoD Chaplain Survey Survey Development. Following the task group kickoff meeting, a survey was drafted and sent to key members of the task group for their feedback. Their suggestions were incorporated into a refined survey. The survey then underwent further revisions in response to comments from other stakeholders and approving bodies in VA and DoD. Revisions at this stage included making demographic questions less precise in order to further de-identify information, and placing a subset of questions deemed less essential in a "supplemental survey" to decrease the time burden of completing the "core survey."
Survey Sample. The sample frame included all full-time VA chaplains and all active duty DoD chaplains. Part-time VA chaplains and Reserve/National Guard chaplains were not included due to their distinctiveness (e.g., part-time VA chaplains often fulfill sacramental duties while not typically being "clinical chaplains" who would participate as part of healthcare teams), as well as difficulties contacting these populations. DoD chaplains included active duty Army, Air Force, and Navy chaplains (Navy chaplains also support the Marine Corps and Coast Guard). Of the 585 VA chaplains who were contacted, 440 completed the survey (75 % response rate). Of the 2,879 DoD chaplains who were contacted, 1,723 completed the survey (60 % response rate). The high response rates may be partially attributed to participation being encouraged by VA and DoD chaplaincy leaders and task group members. Based on consultation with VA and DoD chaplaincy task group leadership regarding known demographic characteristics of VA and DoD chaplains, the survey samples appear to be generally representative.
Survey Measures. The core survey assessed the following domains: populations served by chaplains; chaplain work settings; chaplain work activities; interaction with mental health professionals; training needs and desires; additional professional activities; and demographics. The core survey required approximately 37 min to complete (M=36.80, SD= 18.11) Surveys were completed between November 2011 and April 2012.
Survey Analysis. The main survey comparisons presented in this report are between VA chaplains, DoD healthcare chaplains, and DoD non-healthcare chaplains. Most statistical analyses were descriptive cross-tabulations and means. Statistical significance for these data was assessed using t-tests (or ANOVA in the case of three-group comparisons).
Qualitative Data Collection: VA/DoD Site Visits
Site Visits Development. A series of site visits to VA and DoD facilities were planned and designed based on preliminary findings from the VA/DoD Chaplain Survey, as well as CPEClinical Pastoral Education * Percentages in the table are based on the total number of chaplains that responded to each question. Prior to completing questions in the "Demographics" portion of the VA/DoD Chaplain Survey, participants were explicitly reminded that "answering these questions is voluntary and there is no penalty for not answering." The majority of chaplains still answered these questions. For the VA sample (n=440), missing data for the above variables ranged from 36 (8 %) to 46 (10 %) cases. For the DoD sample (n=1,723), 290 (17 %) chaplains did not answer the question about the setting in which they currently serve, and so are not included in the breakdown of healthcare and non-healthcare chaplains in DoD. Participants who indicated belonging to an infrequently endorsed racial or religious category were combined into the Other category, and those indicating belonging to more than one racial or religious category were included in the Multiple category † Veteran/Service member refers to any history of military service, past or present (e.g., Guard/Reserve). Rank refers to highest achieved rank for veterans and current rank for active duty. Iraq and Afghanistan deployment refers to any history, past or present, of serving as part of Operation Iraqi Freedom or New Dawn (Iraq) or Operation Enduring Freedom (Afghanistan). Deployed in combat zone/non-combat zone refers to current status at the time of completing the survey guidance from the task group. Via interviews with mental health care providers and chaplains, the site visits aimed to identify factors that contributed to or detracted from the integration of chaplain services with mental health care services.
Site Visits Sample. There are 152 medical centers in VA, 42 56 hospitals in the military health system, 43 and over 200 military bases within the U.S. From these, a total of 33 locations (17 VA, 15 DoD, and one joint facility) were selected to ensure diversity on the basis of the following characteristics: 1) current chaplain practices with regard to mental health services; 2) innovative models of chaplain-mental health integration; 3) geographic location; and 4) facility type (e.g., large medical center, smaller outpatient clinic). Most site visit interviews were conducted individually (n=246) and some were conducted in small groups (n=45). The majority of interviews lasted 45-60 min. In VA, interviews with chaplains included chiefs of chaplains, hospital staff chaplains, and CPE supervisors and residents. In DoD, interviews with chaplains included supervisory and staff chaplains in DoD medical centers as well as supervisory and staff chaplains in operational commands. Interviews with mental health providers included psychologists, psychiatrists, social workers, psychiatric technicians, substance abuse treatment professionals, nursing, and general medical providers who treat patients with mental health problems.
Site Visits Measures. Interviewers were two Ph.D. and one Masters level researchers who in coordination with task group members developed a semi-structured interview template. Primary domains of inquiry included: characteristics of sites; characteristics and needs of the populations being served (i.e., veterans and service members); relationships between mental health and chaplaincy (i.e., description of formal and informal crossdisciplinary relationships, interactions, and awareness of other discipline); and models of interdisciplinary collaboration (i.e., description of communication practices, joint provision of care, referral and consult practices, and professional boundaries). Site visits were conducted between January 2012 and June 2012.
Site Visits Analysis. The unit of analysis was the interview (i.e., interviews conducted in a group format were treated as one interview). The above-described interviewers initially coded interviews using the constant comparative technique 44, 45 to arrive at nine major thematic families, and then developed a more complete code book with 118 separate themes/codes. To establish inter-rater reliability, Randolph's free-marginal multirater kappa 46,47 was calculated for three rounds (five interviews per round). Disagreements in coding were discussed by raters and the coding definitions adjusted to increase agreement after each round. Following the third round of coding to determine reliability, each rater was assigned interviews to code. The kappa score was periodically calculated, and any shift in reliability was addressed through review of coding disagreements. Free-marginal kappa scores ranged between 0.828 and 0.883 at five periodic testing points.
RESULTS

Quantitative Findings from the VA/DoD Chaplain Survey
Demographic characteristics of chaplains who completed the VA/DoD Chaplain Survey are presented in Table 1 . Compared to chaplains in DoD, VA chaplains were more likely to be female (t=6.61, p< 0.001), older (t=27.52, p< 0.001), board Table 2 ).
When asked about the frequency and manners of engagement with mental health professionals, DoD non-healthcare chaplains were significantly less likely than healthcare Figure 1 . Frequency of chaplains' engagement with mental health in different activities scale options were: never; less than monthly; monthly; weekly; daily or almost daily. Percentages in the table are based out of the total number of chaplains that responded to each question. For the VA sample (n=440), missing data for the above variables ranged from 26 (6 %) to 30 (7 %) cases. For the DoD healthcare chaplain sample (n= 164), missing data for the above variables ranged from nine (5 %) to ten (6 %) cases. For the DoD non-healthcare chaplain sample (n=1,269), missing data for the above variables ranged from 91 (7 %) to 98 (8 %) cases. DoD chaplains in non-healthcare settings were significantly less likely (p<0.001) than VA or DoD healthcare chaplains to engage in all of the above listed activities with mental health except for making referrals. VA chaplains were significantly more likely (p<0.001) than DoD healthcare chaplains to receive referrals from mental health professionals, have mental health professionals ask for help in assessing the importance of spirituality, participate with healthcare teams about planning for a veteran's mental health treatment needs, and discuss care of a Veteran's mental health needs with an individual health care provider.
chaplains in VA and DoD to engage with mental health in a variety of ways (see Fig. 1 ). In general, Figure 1 indicates that a relatively limited number of chaplains are regularly engaging with mental health professionals around activities such as exchanging referrals and collaboratively participating in treatment planning.
Qualitative Findings from the VA/DoD Site Visits
Demographic characteristics from the VA/DoD site visits are presented in Table 3 . Because some interviews were conducted individually and some in a group format, demographics are displayed both at the level of the interview (the unit of analysis used for coding purposes) and at the level of individual interviewees. Interviews were approximately evenly split between VA and DoD, as well as between chaplains and mental health care providers. Of the 94 chaplains interviewed in DoD, 55.3 % were in non-healthcare settings, 38.3 % were in healthcare settings, and 6.4 % were Family Life Center chaplains (an outpatient pastoral counseling setting). Overall, chaplains and mental health professionals in VA and DoD noted many of the same themes in the interviews (see Figs. 2 and 3 ). Both disciplines frequently noted that effective integration of services often hinges on the existence of good professional relationships. As one VA chaplain stated, "We need to build trust. This is a very key piece. The base of any operation has got to be trust. It is not earned overnight." Mental health professionals and chaplains also frequently acknowledged a need to learn more about one another's disciplines, with both disciplines being somewhat more likely to acknowledge a need for mental health providers to learn about chaplaincy. As a DoD chaplain said, "There is a need to educate each other and gain a sense of mutual respect. We had a battalion doctor who was surprised at how much counseling chaplains do. I don't think she was clear about why that would be the case and how that would work."
DISCUSSION
Pairing intensive guidance and input from a multidisciplinary 38-member task group with the collection of extensive quantitative and qualitative data resulted in a rich understanding of the intersection between chaplaincy and mental health care in VA and DoD. Findings from the survey and site visits suggest that while VA chaplains, DoD healthcare chaplains, and DoD non-healthcare chaplains are distinct in a number of ways, chaplains from both departments frequently care for veterans and service members with mental health needs 21 and can function as important members of integrated care teams. Survey results indicate that when VA and DoD chaplains serve as members of integrated healthcare teams, they overwhelmingly feel that their role is understood and valued by the rest of the team.
However, survey and site visits findings also indicate awareness from both mental health care providers and chaplains that integration of services is often lacking. Encouragingly, providers across the spectrum generally displayed an openness to and interest in further integrating services. Regardless of departmental (VA/DoD) or disciplinary (chaplain/ mental health) affiliation, the most common themes to emerge from site visit interviews focused on the disciplines needing to become more familiar with one another. Enhancing familiarity is likely to dispel many fears or misconceptions that the disciplines may have about one another, such as that negative perceptions of the other discipline and "turf" concerns prevent integration, a theme much more frequently noted in interviews with chaplains than mental health providers. Indeed, rather than feeling protective of mental health turf, one of the most frequent themes from interviews with mental health providers was that chaplains could benefit from training in evidencebased psychotherapies (importantly, many such statements qualified which psychotherapeutic approaches might be appropriate and not appropriate).
The present evaluation has a number of limitations, including that direct input from veterans and service members was not obtained, that mental health providers had input in the site visits but not in quantitative surveys, and that recommendations remain to be evaluated. Some of these limitations are being addressed in ongoing implementation work. The Interviewee Characteristics column includes data from the 246 persons who were interviewed individually and from the 148 persons who were interviewed as part of 45 group interviews (see Interview Characteristics column). Only four of the group interviews contained mixed disciplines (i.e., chaplains and mental health professionals), and as the minority discipline accounted for≤20 % of the group makeup in each of these four interviews, these interviews were coded as either "chaplain" or "mental health" according to the majority of the group makeup
From Evaluation to Implementation
A key reason for partnering with the various stakeholders and subject matter experts involved in the current project was to increase the potential for rapidly translating research findings into actionable recommendations. A holistic consideration of study findings in conjunction with task group members' input helped produce the following three recommendations: 1) develop an intensive mental health certification training program to equip select VA and DoD chaplains to more effectively operate in mental health settings, collaborate with mental health providers, and care for those with mental health problems; 2) conduct a learning collaborative that brings together motivated teams of chaplain and mental health representatives to use systems redesign principles for implementing interdisciplinary practices; and 3) share VA and DoD training resources to provide broad-based, cross-disciplinary training opportunities. These recommendations are currently being implemented with support from a VA/DoD Joint Incentive Fund grant. Early indications suggest that efforts are helping to enhance crossdisciplinary understanding. Training chaplains in appropriate, evidence-based psychotherapeutic modalities in a manner that Figure 2 . Common themes from VA site visit interviews. EBP=evidence-based psychotherapy. The top ten most frequently received codes for VA chaplains (n=60) and for VA mental health professionals (n=80) are included in this graph.
retains pastoral identities is important, given the barriers to mental health care that exist for many veterans and service members, such as fear than information will not remain confidential or that one will be perceived as weak. provide a model and suggestions for improving integrated care practices (e.g., via improved cross-disciplinary procedures for screening, referrals, documentation, assessment, and communication), while allowing precise determination around scopes of practice and processes for cross-disciplinary collaboration to be informed by the unique characteristics of local facilities.
Partnered Evaluation: Challenges and Benefits
Coordinating efforts across multiple agencies is often difficult. There can be challenges navigating differences with respect to agencies' internal processes, authority structures, reporting requirements, values and priorities, target populations (e.g., veterans vs. service members), funding structures, domains of expertise, methods for motivating employees, and desires to collaborate. Yet, there are benefits to conducting research in close coordination with multiple partners. First, coordinating with partners can allow organizations to take advantage of previously unrecognized synergies and efficiencies. Second, engaging diverse partners can inspire constructive challenging of traditional assumptions and methods, whether those of a discipline, organization, or work group. Third, developing true partnerships creates avenues of communication and understanding that may stimulate creative endeavors beyond the originally conceived project. Last, and most important, involving partners helps prevent research efforts from being squandered. Closely coordinating with task group members helped us ensure that we asked relevant questions in our survey and site visits. In addition, rapidly translating study findings into recommendations has allowed us to retain engagement from a significant proportion of stakeholders, thus promoting more effective and large-scale implementation. Not all health research ought to be highly partnered, as independent efforts certainly have important advantages, but spanning the research-practice divide to ensure optimal patient care requires partnership at some point.
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